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PROPOSED AMENDMENTS TO THE CONSTITUTION 
OF THE AMERICAN SCHOOL HEALTH ASSOCIATION 


The following proposals to amend the Constitution of the American 
School Health Association will be considered at the Annual meeting in 
Detroit, November 11-16, 1961: 

1. Article II, Section 1——‘‘The aim of the American School Health 
Association is to promote school health programs including health 
education, health services, and healthful school living.” 

To be amended to read—‘‘The aim of the American School Health 

Association is to help its members and others to promote and to 

improve the school health program in all of its phases, building 

soundly and wisely for the health and welfare of children.” 

2. Article IV, Section 1, b.—‘‘The nine officers of the Association.” 

To be amended to read—‘‘Members of the Executive Committee.” 
3. Article V, Section 2.—‘‘The President-Elect, the Vice President, the 

Executive Secretary, the Comptroller, the Treasurer, the Editor 
and the Chairman of the Study Committees are elected annually 
(by written ballot) by the Governing Council. Elections shall be 
held at the time and place of the annual convention. The Nominating 
Committee may present the names of officers for re-election.” 
To be amended to read—‘‘The President-Elect, the Vice President, 
the Executive Secretary, the Comptroller, the Treasurer, the Editor, 
and the Chairman of the Study Committees are elected annually by 
the Governing Council. Elections shall be held at the time and 
place of the annual convention. The Nominating Committee may 
present the names of officers for re-election.” 


* * * 


American School Health Association 
Convention Proceedings 


Plans have been made through the courtesy of the Michigan Tuber- 
culosis Association to prepare a mimeographed proceedings of the Detroit 
ASHA Convention which will incorporate all the papers and panel pre- 
sentations made at the meeting. To determine the number of copies 
needed, it is necessary to develop a tentative list of persons who wish to 
obtain copies of these proceedings. The brochure will be sold at cost, 
estimated to be between $1 and $2, depending upon the number of pages. 

Those attending the Convention will certainly want to have a copy 
of the proceedings as a permanent record of the meeting. Those unable 
to be present can obtain a helpful summary for each of the sessions by 
ordering copies of the report. 

Please send a post card to A. O. DeWeese, M. D., Secretary, Ameri- 
can School Health Association, 515 East Main Street, Kent, Ohio, in- 
dicating your interest in the proceedings at the earliest possible time. 
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Only sufficient copies will be printed to provide for those who send in 
their tentative orders before October 15, 1961. Be sure to send your post 
card today and assist ASHA in the development of this project. Also 
please indicate whether or not you will attend the Anntal Meeting. 


* * * * * 


DISABLED PUPILS AND THE NEW DECADE* 


Harriett B. M.D. 
Medical Director, Los Angeles City Schools 


What are the implications of the recommendations of the White House 
Conference for the school health program for disabled, handicapped 
children? How can we, as school health workers, improve our programs, 
increase our activities, and if necessary adjust our sights to meet recom- 
mendations made by this thoughtful body of representatives from all 
parts of our nation? Are there areas, perhaps, where we feel we may 
have exceeded the recommendations of the Conference? Or possibly 
are there areas where the recommendations seem unrealistic to us in light 
of present facilities and knowledge? 

Let us decide the groups to be considered as “‘disabled pupils.”’ First 
we think of the physically handicapped child with his problems of crippling 
disease, nerve or brain damage, impairment of heart or lungs, visual or 
aural handicaps in varying degrees, or other physical limitations that 
disable him. 

Second we think of the large group of children and youth who have 
disabling nervous and emotional problems which limit their functioning 
and who in increasing numbers cannot adjust or be adjusted to the existing 
classrooms. 

Perhaps not to be considered in the second group, yet demanding 
attention, is a third large body of children and youth termed ‘‘delinquent.” 
Many of these unadjusted pupils have two or even three types of handicaps, 
children with not an isolated problem of social adjustment but multiple 
problems that are most conspicuously expressed in anti-social behavior. 

Last there is the sizable group of mentally-retarded pupils with 
intelligence quotients ranging from 25 to 80, whose parents are ever 
pressing for school enrollment and opportunities for them to learn within 
their limits. 

During the deliberations of the White House Conference on Children 
and Youth we see that each group has been thoughtfully considered. In 
preparing this paper we have gone through the publication, ‘“‘Recom- 
mendations—Composite Report of Forum Findings, 1960 White House 
Conference on Children and Youth,” and chosen all the recommendations 
that seemed relevant to schools. After segregating, we have again gone 
through and chosen those recommendations that specifically relate to 
disabled children in the four categories mentioned. 

Early in our discussion it seems important that we establish a point 
of view. What attitude in all school workers most appropriately helps 
them evaluate a given child? It is important that each child be evaluated 
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in terms of, ‘What does this child have to work with?”’. Too frequently 
we evaluate the pupil in negative terms, “What is wrong with him?’’, 
‘‘How can he ever do anything in school when he has a progressive fatal 
illness?’’. Our whole attitude toward a child becomes enlightened if we 
consider positively, ‘‘What does he have to work with?”’. Immediately 
we begin to assess his ability, his likeness to other children, the areas 
where he can be helped. Even in thinking about his deficits, we tend to 
think in terms of how they can be improved, and what deficiencies can 
be compensated for because of assets he may have. 

As pointed out in the 1960 White House Conference, the needs of all 
handicapped children—whether their handicap be physical, emotional, 
mental, or social—are more similar to those of all children than different. 
Added to the usual needs are the specialized needs arising from the nature 
of the handicap. 

Section 547 of the “Recommendations” describes the handicapped 
child as ‘‘a child who cannot play, learn, work, or do the things other 
children of his age do; or who is hindered in achieving a full physical, 
mental, and social potentiality; whether by a disability which is initially 
mild but potentially handicapping, or by a serious disability involving 
several areas of function, with the probability of life-long impairment.” 

Section 548 recommends that Federal and State legislation be broadened 
to cover all handicaps rather than specific crippling conditions. It is 
appropriate that the school program should have offerings for children in 
the four categories mentioned. Nevertheless assignments of children and 
keeping children in a classroom must be realistic. One must constantly 
remind oneself of the basic purpose of school. The needs of the group 
are not to be periled unduly by the presence of a child ‘‘who does not fit.” 
The decision must always be made in favor of the majority and not merely 
of the individual. Realizing how frequently decisions ‘“‘against’’ a child 
must be made in favor of the group, one is aware that the goal of “‘help 
for all’’ must encompass more than the present school’s ability to provide. 
A final line of definition as to where the school responsibility ends, and the 
county, state, or federal responsibility begins, is a difficult one. Frequently, 
schools attempt to take care of children who really are the proper responsi- 
bility of another jurisdiction. 

Section 557, “That schools make adequate provision for the education 
of all handicapped children, including a variety of special programs to 
meet individual needs, such as special schools, special classes, full or part- 
time enrollment in regular classrooms” staffed with well-trained personnel 
(565) would certainly be ideal. In Los Angeles we have both integrated 
and segregated programs for physically handicapped pupils. We feel 
that in this way we can provide for pupils who differ broadly in their needs. 
Home-bound, hospitalized, extremely limited children who need special 
school placement, and those who can adjust to a limited or to a full program 
in a regular school—all are provided for and taught by especially trained 
teachers. 


Emotionally Handicapped 
Our own experience in Los Angeles, we feel, indicates that it is not 
possible to maintain all emotionally disturbed children in school. Last 
year our special school placement for handicapped children, exclusive of 
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the mentally retarded, totaled 3,511; of these, 687 were especially assigned 
because of nervous and emotional problems. Of the 687, 127 girls and 
224 boys were excluded from any school attendance, making a total of 
351 pupils excluded from school for a part or for all of the school year. 
Although every public school is constantly subject to great parental and 
community pressure to keep all children in school, we likewise know that 
in a large school population of more than 540,000 there are many pupils 
who simply cannot fit into the routine of the school day. Because of this 
a great need becomes apparent. What happens to these children who are 
excluded from the usual routines of school? In our community we find 
that as a rule parochial schools are less well equipped to take children 
with severe nervous and emotional disturbances than are the public 
schools. About the only solution for these children is a private school, 
which parents often cannot afford. What provision is made for this 
child? Where does he get help and when? 

There is great need for more guidance and counseling to parents of 
limited children ‘‘to help the family understand and deal with the handi- 
capped child’s needs” (559). Schools also need more facilities to help them 
with the early detection and correction of emotional disturbance in these 
children, as the schools work with the child and his parents. Through the 
use of Short-Doyle funds available under certain stipulations in California, . 
we expect to have psychiatric consultative service to a selected group of 
“teachers” of elementary pupils with emotional and adjustment problems 
placed in “‘special services” rooms. 

The knowledge of the ‘etiology of adequate and inadequate social 
adjustment” (575) on the part of school staff and personnel can be con- 
stantly enhanced through workshops and inservice training. Increased 
understanding of the dynamics of behavior can be particularly helpful 
to the teachers of the emotionally disturbed. We feel we need more 
facilities, however, provided by the state or local government for housing 
and schooling of the severely emotionally disturbed pupil (566, 567). 
Many large communities would benefit (in our opinion) by twenty-four 
hour schools, or by combination school and day care facilities, which allow 
for greater flexibility in the handling of severely distrubed pupils than does 
the traditional or “‘special”’ classroom. 

In harmony with the recommendations of the White House Conference 
it would seem appropriate that increased home teaching services be made 
available to emotionally disturbed children. Of the 687 pupils excluded 
full or part-time during the 1959-60 school year in our school system, only 
seven were provided with home teachers because of the local interpretation 
of the state code. However, 32 girls and 252 boys were assigned to part- 
time school attendance. Certainly the acceptance of the disturbed child 
for a portion of the day is one of the most helpful steps for the disturbed 
child. It makes him still a part of the school community. He still has a 
part in the normal routine shared by other children, yet a shortened 
school day somewhat relaxes the burden of control of his own behavior 
and spares the teacher the extreme stress of keeping a grossly disturbed 
child in school for the entire school day. Furthermore, the classroom 
itself has some relief from the diverting behavior of the upset child. 
Eventually, should not greater school facilities be provided for the educa- 
tion of the emotionally handicapped? We ask questions such as, ‘Should 
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the emotionally handicapped child be considered eligible for a school for 
handicapped?” Should many “special service rooms” be opened in 
regular schools throughout the elementary and secondary school districts 
to handle nervous and emotionally unadjusted pupils, with special provi- 
sions to care for the particular needs of pupils with this type of limita- 
tion? (576) 

To date we have done very little in schools to discover if there are any 
“Incidence factors’ in the area of mental deficiency (579) or “epidemic 
factors” in emotional instability. However, few of us who work in schools 
could fail to develop some ideas. The unstable home, the unstable 
community are certainly the hotbeds for production of unstable children 
and youth. We also feel that the unstable teacher is a threat to a child’s 
emotional health. Should we be attempting to compile data to discover 
whether there are recognized or unrecognized epidemiological factors to 
be found in the school community? (579) 


Physically Handicapped Children 

There are two points of view that immediately confront one who thinks 
of the schooling of the handicapped child: first, integration of the child 
into the regular school community; second, segregation of the child in a 
school community designed to meet his specific needs. We feel that both 
types of programs must co-exist. Every child must be considered indi- 
vidually and his individual ability to adjust to the normal school group 
must be assessed. A pupil’s assignment is made according to his needs 
when seen with reappraisal of his needs at intervals. In Los Angeles we 
offer a variety of services, with multiple disciplinary diagnostic and 
consulting services (557). Children who can adjust within the regular 
school are so assigned, with provisions for instruction in specific areas 
such as sight saving, lip reading, or modified regular school programs. 

Most teachers in specialized programs have special credentials. Schools 
for handicapped are specially designed, with special play facilities, correc- 
tive rooms, occupational therapy rooms, and qualified staff members in 
charge (555). Lunch facilities are comfortable and planned to provide 
space for wheel chairs and room for children in braces, crutches, or walkers. 
Our schools for crippled children have special loading zones for maximum 
ease and safety. Steps and thresholds are avoided. Play areas are 
particularly designed and constructed for safety (47). 

In addition, continuous cooperation exists with other agencies providing 
care for the crippled child, such as our Childrens Hospital, Orthopaedic 
Hospital, the Crippled Children’s Program, and volunteer agencies. 
State funds are supplied for orthopedic and physical therapy programs for 
cerebral palsied pupils which are incorporated usually in the school 
facility. The schools provide care for all children regardless of race, color, 
creed, or economic or social status (24) as long as they are resident in the 
Los Angeles City School Districts. Some out-of-district transfers are 
allowed for children coming from school areas where facilities are not 
provided for their particular handicap. 

Special examinations are given for principals of schools for handicapped, 
schools for deaf and hard of hearing, schools for blind and visually handi- 
capped, and schools for special training. Furthermore, the Los Angeles 
City School Districts make every effort, through workshops and in-service 
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training programs, to upgrade the quality of teaching and the degree of 
understanding on the part of the teacher of the specific limitations of the 
children in her care (443, 449, 604). With respect to teacher recruitment 
we have not felt it appropriate to relax our teacher health standards, 
except in rare instances. We maintain that children with limitations are 
best served if they have teachers with full vigor and the proper use of all 
their faculties. Therefore we do not usually employ teachers with 
physical handicaps in our special programs except in individually con- 
sidered instances (449). 

Schools and particularly school physicians making a special assignment 
of a pupil try to help the parents understand the child’s needs realistically. 
Too frequently we hear, “I don’t want my child to be with crippled 
children’’ but very frequently this same parent has not considered the 
psychological effect on a child of always being the most limited in his peer 
group (137). A permanently limited child is sometimes helped to accept 
his limitations better in a special school with its sympathetic nurturing 
environment along with many others who are attempting to master their 
differing limitations. Many children who could not tolerate the stress 
and strain of a regular school day can have a successful and complete 
school experience in a specialized program. Elementary and secondary 
pupils are taught in hospital beds through our hospital teaching program 
or at home by a home teacher. These gradations from full day in regular 
school to bedside teaching in the hospital enable us to take care of the 
majority of the handicapped children in our community, and are in 
harmony with the multiple offerings suggested in the Conference (556). 

Working within our school program is a representative of the State 
Vocational Rehabilitation Services. Students aged 16 or over who 
qualify may be given financial assistance and training. The pupil usually 
is referred during the terminating years of his school experience, thus 
avoiding delay in the rehabilitation program (560, 561, 562). During 
1959-60, the Civilian Rehabilitation office in our Division of Secondary 
Education had a total case load of 950, referred for the following reasons: 


Orthopedic. . . . .248 Cardiac... .74 Emotional disturbance. . 47 
Hearing..... 161 Speech... . .73 Diabetic.......... ..40 
Mental retardation.. 77 Epilepsy... .65 Asthma........ 24 

Miscellaneous...........73 


The Civilian Rehabilitation office referred 436 pupils to our Advisement 
Service, which attempts to find jobs for them, and 351 to the Vocational 
Rehabilitation Services. 

Physical limitation is not necessarily an employment handicap. The 
handicapped may perform as well as the so-called normal and make 
excellent employees when properly placed, not needing special services. 
We must try to use effectively the community facilities in a total effort 
for the vocational competence of the pupil. 

A study of alumni of Los Angeles City high schools for the handicapped 
was undertaken in the Spring of 1955 as a part of the Health Education 
Evaluation Research Program. One of the stated purposes of this study 
was to ascertain the degree of helpfulness, or the effectiveness, of the 
special schooling provided in the Los Angeles City high schools for handi- 
capped pupils. Thirty point seven percent responses were received— 
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or 


slightly higher than expected from a survey conducted by mail and 
without special effort to obtain participation. 

One conclusion drawn from this study indicated that the education 
provided for the physically handicapped in the high schools of Los Angeles 
appears to reduce the differences between them and the non-physically 
handicapped that might militate against successful employment. 

Another way of helping disabled children is through early detection 
and early training. We have a pre-school program for the cerebral palsied 
and the deaf. After proper screening, eligible children as young as three 
years of age are brought by bus to the special schools where training is 
begun by specially trained teachers and therapists. Pre-school and 
kindergarten facilities are not otherwise available in Los Angeles special 
schools for limited children who begin schooling in first grade. In Los 
Angeles, the scope of free public education includes kindergarten through 
community colleges (153) and kindergartens are an integral part of the 
tax-supported public school system (154). Our State department of 
education, however, has not yet been authorized to extend public education 
to include nursery schools (154), except for the aurally handicapped or 
cerebral palsied as mentioned. 

In our recruitment, we attempt to have talented and sympathetic 
teachers to work with our physically handicapped pupils (166, 167), and 
we are making special provisions for gifted children to provide for them 
broader and more sensitive tools, stimulating experiences, and interest in 
continuing self-education. In our high school for physically handicapped, 
1.3% of those enrolled are gifted. It is estimated that 3.95% of the 
children enrolled in our elementary schools are gifted. Two of the six 
graduates last January, and four out of thirty graduating in June, 1960, 
from our high school for physically handicapped, entered college. 

Pupils may be kept in our secondary program for physically handi- 
capped until they reach twenty-one. The mentally retarded who seem 
to indicate an ability to profit from the rehabilitation services are referred, 
usually at age 16, to the civilian rehabilitation office. Of these doubly 
handicapped, many drop out at 16 years. Our schools have not particu- 
larly maintained the ‘open door’’ policy for slow learners under 21 years 
of age (173) but we do permit them to remain in school if they show 
reasonable ability to profit from school. Through the State rehabilitation 
services, parents are brought into the vocational and educational planning 
for their children (179). Most of this service is provided through facilities 
away from the school building; school facilities and personnel have not 
been available day and evening on a twelve-months basis to serve the 
remedial vocational needs of dropouts as recommended (180), although 
we do have continuation school requirements and facilities for pupils 
14 to 18 years of age employed full time who have not been graduated 
from high school. This schooling is available for handicapped pupils 
who can benefit by it. 

School plants are used for summer swimming classes, for in-service 
training, and for workshop programs for teachers. Los Angeles City 
Schools do not provide shelter workshops for minors, nor trade facilities 
(as such) for non-high school graduates. 

More health services (doctor, dentist, and nurse time) is provided for 
the schools for handicapped than for the regular schools. Children are 
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carefully screened by school physicians prior to or upon admission to the 
schools for handicapped. If there are special problems such as orthopedic, 
visual, or aural handicaps, appropriate specialists also make recommenda- 
tions as to particular needs. Dental inspection and dental health educa- 
tion is carried on in these schools. More nurse time is allowed so that the 
health needs of the limited child are under constant observation; continued 
efforts for correction through private or other channels are maintained. 

Guidance facilities are available to all children in our school system 
through our school guidance clinics (190). Very few children from our 
schools for the handicapped avail themselves of these services, however. 
More psychological testing service is available to the schools for the 
limited pupils; when indicated, pupils may have an individual psychological 
test before admission to a school for the handicapped is recommended by 
the school physician. 

Our secondary school for the handicapped is less limited in counseling 
and guidance services, with two counselors and two coordinators assigned 
to serve the total registration of 465 pupils at the main school, its three 
branches, and through the home teachers. In the regular secondary 
schools the approximate ratio of counselors to pupils is one to 650 pupils— 
a far ery from the recommended (197) ratio of 250 pupils to one counselor. 
The White House Conference on Children and Youth has recommended 
(198) more adequate psychological and psychiatrists services for all 
school-age youth, in a ratio of one specialist to 2,000 pupils. Los Angeles 
City Schools have four and one-half psychiatrist positions, or 524 hours 
per month filled by ten part-time psychiatrists, and four school psy- 
chologist budgeted positions, for a total enrollment (March, 1960) of 
539,806 (including day junior college students). 

Psychiatric services are available for all our school population under the 
age of 21 years through the school guidance clinic program. The White 
House Conference recommends (241) ‘That special attention be given to 
the so-called unemployable through medical, psychological, and psy- 
chiatric examinations in depth; and in improving training facilities and 
job opportunities for this group.” We are all agreed that this is the ideal, 
and we are correct when we state the ideal, but from a practical point of 
view we have found that we can give only a token service to schools in 
relation to the need. Consequently, in our school guidance program we 
have dedicated ourselves to “short-term therapy, only, for pupils who 
present school problems.’’ We have available diagnostic facilities, but 
“psychiatric examinations in depth” seem unrealistic in the school scene. 

The pupil-teacher ratio in the elementary schools for the handicapped 
averages 15-1, and 16-1 at the secondary level (212). Small classes are 
essential to a good program. ‘Teachers are not usually freed from “non- 
teaching chores’”’, as advocated in section 211. In the schools for the 
handicapped, teachers help before school, during recess periods, in the 
cafeteria, and on the playground. 

The dropout problem noted in the regular school is less noticeable in 
the secondary schools for the handicapped. Perhaps it does not seem as 
acute because of the interim plan of home teaching the physically handi- 
capped pupil if he is unable to continue in a special school. The dropout 
rate among deaf pupils is very low. 

The White House Conference recommends (315) “That public and 
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voluntary agencies conduct continuing programs of research, interpreta- 
tion, and action in the creative and constructive use of leisure time, in 
developing awareness of needs . . .”” In Los Angeles, our handicapped 
youth are helped to develop creative and constructive use of their leisure 
time through regular occupational therapy classes and instruction in 
modified games and play, adapted to their abilities. Undoubtedly there 
is much that could still be done in this area by agencies outside of school. 
Some programs are sponsored by special interest groups, such as for the 
cerebral palsied, ete. 


Socially Handicapped Children 

Socially handicapped children are not usually considered ‘“‘handi- 
capped”. On the other hand, perhaps there is no pupil more dislocated 
in society than the one who is seriously maladjusted, socially. Here 
again early detection and total community effort to help is most important. 
On the elementary level, we have been replacing the traditional-type 
“welfare rooms’’ largely with what we call “social adjustment rooms’’. 
Pupils with various types of social and emotional disturbances are placed 
under the tutelage of a master teacher with twelve pupils assigned. 
Increased guidance and counseling service is available to the child, his 
parents, and the teacher. Regretably, many of the offerings to parents 
do not entice the parents of the socially unadjusted. However, eventually, 
through law enforcement workers, parent-teacher conferences, case 
conferences, youth groups, and other similar activities, many pupils can 
be helped. 


Mentally Retarded Pupils 

“Mentally retarded pupils often have been confused with individuals 
who fail to achieve because of severe emotional disturbances, reading 
blocks, speech disorders, serious physical defects, and other difficulties 
which tend to affect their intellectual performance and which, if properly 
diagnosed, would yield to treatment and other remedial measures. From 
the standpoint of mental hygiene, placement of such students in a special 
class is unwise. If a student is not mentally retarded but is disturbed 
and anxious, his anxieties are not allayed nor his fears dissipated by such 
placement. Asa matter of fact, the assignment may reinforce his fears.’”! 

In Los Angeles, assignment to special training rooms is made after a 
psychometric examination. Those pupils with intelligence quotients 
between 50 and 80 may be assigned to special training rooms in the 
elementary schools, or at secondary level, to special classes for slow 
learners. For the most part, these classrooms are located in regular schools 
with a minimum of segregation. In some instances, when children so 
assigned live long distances from the center, they are transported by bus. 

We also have a few experimental classes termed “pre-compulsory 
classes for the mentally retarded’, for ordinarily this group of handicapped 
do not start school until they are eight years of age. 

The severely mentally retarded are assigned to special rooms in the 
schools for the handicapped. At the elementary level there are 36 pupils 


1Mentally Retarded Students in California Secondary Schools, Daly, Fora M., and 
Cain, Leo F. Published in Vol. XXII, No. 7, of the BULLETIN of the California 
State Department of Education, October, 1953. 
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so assigned, with three teachers, each of whom has six pupils at a time 
for the morning or the afternoon. There are 35 pupils in three classes 
at the secondary level. All of these pupils seem to have multiple handi- 
caps. Classes for the educable or moderately mentally retarded have 
about 7,000 elementary pupils, with 2,000 at the secondary level. 

During 1959-60, 28 pupils were excluded from school because of 
emotional and nervous disorders associated with mental retardation, and 
77 were referred for vocational rehabilitation. The dropout rate in this 
group is higher at age 14 if there is a junior high program than if pupils 
had kept on in the elementary school until age 16, as in an eight-grade 
school. The dropout rate for the severely mentally retarded is much 
lower than for the moderately mentally retarded, where the dropout rate 
is particularly high on completion of the elementary school. 

In the study above mentioned, from the BULLETIN of the California 
State Department of Education,? Daly and Cain state that ‘Of 180 
students enrolled in special classes, eight dropped out of school in the 
course of the year because they were no longer subject to compulsory 
school attendance laws. Twenty-six students, all under 18 years of age, 
left school during the year. In the two schools with no special classes, 
of 27 students in the group studied, 13 left school before they reached the 
age of 18... . Six months after this study was completed, teachers 
were asked to report on the whereabouts of the 207 students who had been 
in the group studied. One hundred and twenty students, or 58% of 
them, were still in school; 87 students, or 42% of them, had left school.” 

The Los Angeles City Elementary School District recruits teachers 
who have had special instructional training and education to aid the 
mentally retarded (604). 

We agree with W. W. Bauer® that “No one can do more than he is 
capable of doing. Granted that many are failing to use these capacities 
to their utmost, for varying reasons. Steinhaus has shown (in a personal 
communication to the author) that subjects under hypnosis are capable 
of higher muscle performance than they normally exhibit. Lack of 
interest, absence of strong motivation, inhibitions of various kinds, pre- 
occupations with trivialities, waste time and lost motion, all contribute 
to failure to measure up to individual abilities. These f factors are inten- 
sified by a fatalistic attitude toward heredity, as if to say that there is no 
use trying when one’s abilities are limited. Actually, such limitations 
underscore the special need for extra effort. Some of the most notable 
achievements in the history of mankind have come out of the effective use 
of sharply curtailed basic faculties.’ 

In a study by Dr. Willenberg,' maladjustment is high in the educable 
mentally retarded and was found to be as high as 50% in one study in 
Kern County. ‘The maladjustment rate is low among the physically 
handicapped. Special school programs appear to help pupils to adjust- 
ment. Of one thousand students studied who had had three to eight vears 


*Mentally Retarded Students in California Secondary Schools, by Daly and Cain. 
in BULLETIN of the California State Department of Education, October, 1953. 

3W. W. Bauer, Fitness Has Many Facets. Presented before the Third General 
Session, American School Health Association, Atlantie City, October, 1959 

‘Ernest P. Willenberg, Ph.D., Director of Special Education, Los Angeles City 
Schools. 
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in special training classes there was a 2°% delinquency rate (as determined 
by apprehension by law), which compares favorably with the rate for the 
general population.”’ 

Undoubtedly the sub-normal youth leaving school and going into our 
community present a serious problem of adjustment to community life, 
and a great challenge to society during the new decade. 

As pointed up in the White House Conference on Children and Youth, 
there are abundant needs and opportunities for research. This brief 
paper has presented some of our schools’ efforts to help the disabled pupil, 
and has indicated some unanswered questions. Do we need more voca- 
tional training facilities in the large city for after-high-school vocational 
training? Is there a place for more sheltered workshops for handicapped 
youth and adults? How can we better help our emotionally disturbed 
children? Are we doing all we can through inservice training programs 
to sensitize our teaching staff to the needs of children and ways of helping 
them? Are there unexplored ways that we can use the vast reservoir of 
man power in our mentally retarded group? Are we trying hard enough 
to discover the number of pupils in distress at school, and what we can do 
for them? The excluded child needs careful follow-up. In our schools 
for the handicapped, in our school guidance clinic, we have rich oppor- 
tunities for training. Medical students’ orientation and visitation has 
been in progress for several years at one of our elementary schools for 
handicapped, when types of handicaps handled and techniques of school 
programming for limited children have been demonstrated. Currently 
we have been attempting to develop a psychiatric training program in 
cooperation with one of our medical schools and our school guidance 
clinic. Already we have a training program in progress for psychiatric 
social workers at our school guidance program. The inservice training 
program for teachers of the limited pupils is valuable but it needs con- 
tinuous improvement and enrichment. 

At the present time we are asking for psychiatric consultant services 
for staff members working with our emotionally and socially disturbed 
children in the elementary program through the Short-Doyle program. 
This state and community program will be one more aid in developing 
insight and understanding by teachers of the needs of limited children (567) 

The challenge presented through the recommendations of the Golden 
Anniversary White House Conference on Children and Youth is indeed 
a stimulating one. It is helpful to scrutinize our local programs and 
evaluate those going on elsewhere. It will take hard work and whole- 
hearted effort to meet the challenge of our opportunities and deficiencies. 
Regardless, one feels a sense of excitement and urgency. We must see 
what we can do for all disabled pupils everywhere in our United States 
during the new decade. America’s very survival through the decade ahead 
requires the accumulated abilities and efforts of all its young. 

We must confer, and plan, and sometimes dream as we work, with 
increasing knowledge and skill. 


© 
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PREVENTIVE DENTAL HEALTH IN THE SCHOOL 


Ricuarp L. Matuewson, D.D.S. 


Chairman, Dental Health Subcommittee, Welfare Planning Council of 
Dade County, Florida 


Oral disease is so prevalent in our society that a person exhibiting a 
well-formed, unmutilated, natural dentition is the envy of his friends. 
Ancient civilized peoples were plagued by the same dental maladies as 
beset us today. The life expectancy in ancient Greece, Rome and Egypt 
was approximately twenty-one years, few people reaching middle or 
advanced age. Their tooth loss was considerably less than ours because 
of the shorter time the teeth were exposed to the harmful environment 
of a civilized diet. (1) 


Incidence of Dental Disease 


Today, life expectancy is over three times that of the ancients, with a 
corresponding increase in tooth loss. About half of our population 
over 45 years of age are, or should be, wearing some form of artificial 
dentures. (2) This has resulted in a 40 to 80 per cent reduction in chew- 
ing efficiency. 

In 1917-18 the rejection rate for dental defects among young men of 
draft age was 24.18 per thousand. In 1940 with lower standards, the 
rejection rate was 88 per thousand. (3) In 1944, Rowntree reported 
nearly eight of every thousand white registrants had no natural teeth. (4) 

The prelude to this sad state of the national dentition may be briefly 
summarized. Half of all two year old children raised in non-fluoride 
areas have one or more decayed teeth. (5) By the time the average child 
reaches school age he has three carious teeth and one-fifth of these are 
permanent teeth. At age 12 or 13 the average child has five permanent 
teeth attacked by caries, at 16 six decayed teeth, and 18 to 23 year olds 
entering the armed forces have seven decayed teeth in addition to 2.4 
missing teeth. (6) And this only represents part of the inglorious record. 
One-fifth of six-year-olds and three-quarters of 18 year olds have maloc- 
clusion, (7) based on a study of 119,000 students. Varying estimates 
state that gingivitis (inflammation of the gums) affects about one-fifth 
of six-year-olds, three-fifths of 12 year olds, and four-fifths of the group 
entering into the services. (8) 


Need for Teaching about Caries 


Little wonder that the outlook of so many of our fellow citizens is 
oriented toward toothlessness. There is, however, a large area of hope 
beyond this grim cloud of statistical gloom. That hope lies in the edu- 
cation of our children. In the light of our present knowledge, education 
as a cooperative venture in the community between teachers, school 
administrators, health department workers, nurses, physicians and 
dentists can lead to better mouth health. 

Although the entire mechanism of dental caries is not completely 
understood, research has established that the action of mouth bacteria 
enzymes upon a fermentable carbohydrate, chiefly sugar, produces acids 
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which are capable of dissolving tooth enamel. This dissolution of the 
enamel is the start of tooth decay. In a susceptible child, each ingestion 
of sugar is converted to enamel dissolving acid in about 20 minutes, the 
destruction of the tooth continues for about 20 more minutes, then 
gradually tapers off. It naturally follows that the more frequently sugar 
is eaten, the more rapidly will cavities grow. It now becomes clear why 
so many children have numerous cavities. They eat sugar on their 
morning cereal, sugar containing graham crackers with their school mid- 
morning milk, have cookies for lunch, a peanut butter and jelly sandwich 
after school, pie for dinner and a handful of dried fruit before retiring. 
Each meal and snack with sugar has initiated new cavities or caused those 
already established to grow larger. 

To instruct children to cut down on sweets is not very effective, but 
if they are told why cavities are caused by sugars, and that it is the 
frequency, rather than the quantity of sugar eaten, they may follow the 
advice and decay will be reduced. We have all been told for many years 
to brush our teeth, but seldom have we been told why brushing reduces 
tooth decay. We have seen that the decay acid is produced in sufficient 
concentration to destroy tooth enamel in about 20 minutes after sugar 
ingestion. Obviously, then, the toothbrushing procedure should take 
place immediately after eating, to get the sugar off the teeth before the 
20 minutes are up. Now, it is obvious that all of the sugar cannot be 
brushed away from the pits and fissures of the back teeth, from in-between 
the teeth, so just how effective a preventive measure is oral hygiene? 
Fosdick compared the two year incidence of new cavities between a 
group of 400 college students who brushed their teeth immediately after 
eating with 300 controls who brushed night and morning. The lucky 
400 had 41% fewer new cavities than the control group in the two year 
period. (9) 

A second method for controlling decay is a program of brushing after 
lunch. Some years ago, I was told that no teacher would take the trouble 
to see that her class would brush their teeth after the school lunch. Today, 
entire grades in some schools, consisting of several classes each, are carrying 
out this procedure. (10) It is not without effort on the part of the school 
administrator and the classroom teacher, and they deserve a great deal 
of credit for putting this into practice. The knowledge that they are 
promoting good health, preventing pain and saving money is rewarding. 
In addition to caries control benefits, a habit is being established by the 
child which will aid in prevention and control of gingivitis and other 
periodontal disturbances which are apt to occur in later life. 


Thrift as Dental Care Motivation 

Education in the broadest sense includes motivation. I would not 
presume to tell teachers how to motivate their students. One factor which 
will motivate parents to see to prompt dental care for children is thrift. 
It is easy to show how money can be saved, as well as tooth structure, by 
periodic dental examinations followed by correction of abnormalities. 

In a typical case, a lower first permanent molar in a seven-year-old 
becomes decayed on the chewing surface. If this is promptly treated it 
will cost three to five dollars, to have it prepared and a silver restoration 
inserted. If not treated for six months it will have enlarged, necessitat- 
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ing more extensive excavation, placement of a medicated cement dressing 
base, and a larger, more extensive silver restoration, cost eight to 10 dollars. 
In another six months, the pulp (nerve) may become involved and the 
child may be in pain. Emergency treatment to open into the pulp five 
dollars, root canal therapy $50-$75 plus gold inlay or crown $50 to $75. 
Or, it might have become necessary to extract the tooth, $10, and place 
a space maintainer, $35 to $50, until the second premolar erupts and the 
12 year molar erupts, then place a fixed bridge to replace the lost first 
molar, $100 to $200 depending upon the circumstances. If the space 
were not properly maintained, and promptly, then orthodontic treatment 
costing several hundred dollars might be necessary, and if this therapy 
were not followed, the resulting disarrangement of the teeth in both lower 
and upper arches would necessitate extensive rehabilitation involving all 
of the back teeth on that side. This service would command a fee of 
over a thousand dollars. It should be noted that the fees quoted here are 
relative for the purpose of this example. 

Tooth structure does not have the ability to replace itself when it 
becomes damaged. The supporting bone will seldom partially replace 
itself, and then only with extensive therapeutic measures undertaken by 
the dentist, periodontist and oral surgeon. It is because of this unique 
property, that every preventive device at our command must be employed 
to conserve these valuable organs of mastication which contribute so 
much to speech and appearance. 


Dental Health Is Part of Total School Health 


Because dental health is a part of the total health of a child it should 
be considered a part of the total health program in the school. The 
instructional program must be planned so that the needs and interests 
of children can be met at every grade level. Classroom work must deal 
with the experiences children have in diet, dental services and personal 
hygiene. The child should be indoctrinated in the principle of self- 
discipline and responsibility for his own health needs. He must be given 
accurate information as to what those needs are and how he must go 
about satisfying them. 

It is desirable for children to have a thorough examination by their 
family dentist twice each year, or as often as the dentist deems it necessary. 
The child should be accompanied by a parent to insure home cooperation 
in diet and hygiene. Only in the private dentist’s office, or in a place 
similarly equipped and staffed, can a complete dental examination be 
made. 

School dental inspections or surveys may serve some useful purpose 
by providing a basis for school dental health instruction; building positive 
attitudes toward dental care; providing a fact-finding experience for stu- 
dents, teachers, dentists, and others concerned with dental health; pro- 
viding data for evaluating the school dental health program; and by 
showing the status of dental needs to secure support for the dental health 
program. (11) 

School dental health inspections may have limitations and undesirable 
effects. Parents may misinterpret the purpose, even though stated 
clearly, and depend upon the inspection rather than the thorough examina- 
tion by the family dentist. An annual inspection program primarily for 
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the purpose of motivation is of little value unless it is followed-up by 
needed dental corrections, and the underlying reasons for lack of care are 
found. As previously stated, it is desirable for parents to be present, 
particularly in the case of the younger children, and this is not always 
feasible in school inspections. School inspections may discourage per- 
sonal initiative in seeing the family dentist. Before instituting school 
inspections, administrators must carefully consider all factors and deter- 
mine whether the community they serve will benefit or not by their 
action. (12) 

The National Council of Chief State School Officers write in their 
joint report with the Association of State and Territorial Health Officers, 
“The child should be excused to keep office appointments with his phy- 
sician or dentist during school hours. Experience shows that the child 
is a more cooperative patient when medical or dental services are pro- 
vided during the day. Furthermore, medical and dental personnel can 
provide a more effective service when the entire day is available for 
services to children.’’ Many communities are fortunate to have dentists 
who limit their practices to care of children. It is not reasonable to 
expect that they maintain office hours only after school and on Saturdays. 


Dental Health Knowledge for Teachers 


Multiple choice and true-false tests were given to several thousand 

elementary, junior high and high school teachers in Florida over a period 
_of several years by the Bureau of Dental Health of the Florida State 

Board of Health. The average grade was below passing and pointed out 
the need for teacher-training in up-to-date dental health facts. (13) 
Many local dental societies organized and activated committees to work 
with school officials to plan ways and means of making available modern 
dental health information. Effective teacher training programs were 
planned in cooperation with local departments of health, civic organiza- 
tions, and dentists. Nationwide recognition of the need for such programs 
was reported in the 1960 Encyclopedia Year Book. (14) Some dental 
groups appropriated funds to provide literature containing scientific dental 
health information (15) for school libraries and teachers. 

It is important that teachers possess sufficient scientific information 
to enable them to evaluate free and inexpensive materials in this field. 
They should be cautious in the use of commercially sponsored materials. 
Most State Health Departments maintain libraries and act as distribution 
centers for dental health information and teaching materials. The 
American Dental Association publishes many booklets which may be 
obtained at nominal cost. 

To insure the continuation of an effective dental health teaching 
program some one individual must be made responsible at each level of 
school administration. Many school systems employ nurses who are 
charged with this responsibility. Others select interested teachers who 
serve as health coordinators for their school. 

Meetings are held where there is a free exchange of experiences and 
information. Local dentists are consultants to these groups, as are dental 
hygienists and health officers. . 

Large school systems would accomplish much by the employment of 
a full time dental health educator who could work closely with classroom 


266 THE JOURNAL OF SCHOOL HEALTH 


teachers and school administrators to insure the success of vital dental 
health training. If the dental health educator were employed by the 
health department he would be available to all schools, parochial, public 
and private. Certainly, the cost of bringing a well qualified person in 
this category to a community could be justified by the amount of suf- 
fering which might be prevented by his efforts, and the lower cost of dental 
care which would reward those who followed good dental health principles. 


Program Evaluation 


All dental health programs should be evaluated periodically, just as 
other educational endeavors are tested. The level of dental health 
understanding of teachers and pupils must be ascertained. It would be 
helpful to know to what extent pupils practice preventive dental health 
procedures, how often they visit their dentists, and whether all recom- 
mended corrections are made promptly. Finally, a survey, or scientific 
sampling of the oral conditions will be final proof of a program’s 
effectiveness. 

“The youth of the nation can be brought to adulthood with sound 
oral health that can be maintained into old age, if they and their parents 
are given the benefit of early and continuing exposure to dental health 
education.” 

“If a generation of children can be made aware of and convinced of 
the vital importance of positive dental health as well as early dental 
care, present knowledge and skills can maintain their oral tissues in a 
state of health and function throughout life.”’ 
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RESEARCH IN CHILD GROWTH AND DEVELOPMENT AS IT 
AFFECTS ELEMENTARY SCHOOL HEALTH AND EDUCATION* 


Car E. WILLGOOSE 
Boston University 


“We are learning more about nuclear reactions than about human rela- 
tions, more about behavior of atom particles than of human beings, more about 
outer space in the physical universe than about inner space in the human 
being. Yet we know the greatest threat to mankind is not the atomic bomb 
but the benighted mind.” 

—Mnrs. JAMES PARKER 
President, Congress of Parents 
and Teachers 


The research is available to support the thesis that the youth of this 
land may be helped measurably by the properly conceived programs of 
health education and physical education. The difficulty of the moment 
seems to be in getting this research “‘out to the profession” and “out to the 
public” so that it may be understood and used. 

Civilization plays strange tricks even with professional people, for 
the more complex civilization becomes the less valid is instinctive behavior 
and therefore the greater becomes the need of education, not only to 
preserve health, but to enlighten the mind of humanity and move it to a 
state of action. 

If we learn anything at all from the present condition of adult man- 
kind, it should be that the problems, diseases and inadequacies of the 
moment did not suddenly appear; rather, they emerged gradually having 
had their roots established during the early elementary school years. 
This is to say that the backaches, ulcers, gastrointestinal pains, hyper- 
tensions, obesity, chronic fatigue, coronary thrombosis, and the neurotic 
and psychotic behavior related to anxiety, apprehension, worry, fear, 
hatred and jealousy, etc.—all are tied directly to a pattern of living and 
level of understanding during the formative years. A sense of value early 
in life coupled with the proper skills and knowledge sets the stage in more 
ways than one. The part played by health education in this period can 
be most productive. We have only to know about and make known the 
impressive and rich fruits of research. Perhaps again we can reason that 
health and physical education personnel have more to do potentially with 
the ultimate behavior of boys and girls than any other single group of 
educators. This will not be accomplished, however, as long as we accept 
mediocrity. Our “pursuit of excellence’? must involve the dedicated 
teacher in the realm of available research. 


RESEARCH FINDINGS! 
Physical Activity and Growth 
1. Postural exercises performed systematically with diaphragmatic, 


*Presented at Annual Meeting of the American Association of Health, Physical 
Education and Recreation, April 26, 1960, Miami Beach, Florida. ant 
1Presented in the form of a very brief statement, together with the original source. 
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costal, and asymmetrical breathing, have proved especially significant 
with asthmatic children. Under this program growth in terms of emo- 
tional adjustment and general response to community activities showed 
improvement. 

Implications: Adapted physical education programs at the elementary 
school level have value. 

Source: Merle 8. Scherr, ‘Physical Conditioning Programs for 
Asthmatie Children,” Journal of the American Medical Association, 
168: 1996-2000, December 13, 1958. 

Physical and Emotional Trauma 

1. After over fifteen years of football for fourth, fifth, and sixth 
grade boys in North Dallas, Texas, the personnel of the Young Men’s 
Christian Association feel they have an excellent program. There are 
short playing periods, adequate protective equipment, careful coaching 
and games played in an “intramural manner’’—any injuries requiring 
medical attention appear only as rare occurrences. 

Implications: Despite all that has been written there still remains 
reasonable doubt as to whether highly competitive contact activities for 
vounger children are good or bad. 

Source: General Secretary, YMCA, North Dallas, Texas. 

2. A program of athletics is important for young children, but 
excessive competition leading to emotional strain and undue risk is poor 
education. Participation is for the child and not an excuse to attempt to 
find faltering family relationships. 

Source: Fred V. Hein, “‘Education Aspects of Athletics for Children,”’ 
Journal of American Medical Association, 168: 1434-1438, November 15, 
1958. 

3. Midget football and ice hockey is growing in many communities. 
Is this good or bad? Longitudinal studies are needed. Extremes of 
programs need equating, i. e., the properly supervised and executed pro- 
grams need comparing with the chaotic ones. Health practices continu- 
ally search for the truth. More evidence is needed to answer “‘yes”’ or 
“no” to contact sports question. 

Source: Carl E. Willgoose, ‘‘Health Implications of Highly Com- 
petitive Sports at the Elementary-Junior High School Level,” Journal of 
School Health, 29: 224-228, June 1959. 

4. Essential medical supervision of children in sports consists of 
making sure that the child ‘iis fit to compete and in seeing that he remains 
fit during the period of participation. Data collected on participants in 
the Pop Warner Football League indicate that most of the severe injuries 
are fractures or epiphyseal separations. 

Source: George B. Logan, ‘Essential Medical Supervision in Athletics 
for Children,” Journal of American Medical Association, 169: 786-788, 
February 21, 1959. 

5. Despite a high research substantiated relationship between 
participation in athletics and social status, it should be stressed that more 
research on the effect of inter-scholastic type athletic competition upon 
young children is needed. Longitudinal studies and carefully kept injury 
data are needed. Much study is necessary on the effect of athletic 
participation upon girls. 

Source: Creighton Hale, “Athletics For Pre-High School Age 
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Children,” Journal of Health, Physical Education and Recreation, 30: 19-21, 
December, 1959. 

6. In an AMA committee study of tackle football for junior high 
school players ranging in age from 12-15 there was found to be conside rable 
controversy in medical opinion on both sides of the issue. Because of the 
many problems to be considered and the educational factors involved, 
the committee felt that the decision as to what level to begin programs of 
contact sports would have to be made largely on a local basis. However, 
the committee submitted a list of suggestions to local authorities consider- 
ing the matter. Eight conditions were listed that should be followed if 
strenuous contact sports such as tackle football were played. 

Implications: Again, more specific research is needed. 

Source: ‘Tackle Football for Junior High School Players’, /ournal 
of American Medical Association, February, 1959. (See also: American 
Journal of Surgery, Vo. 98, September, 1959—a whole issue of twenty-six 
articles devoted to sports—on the whole expressing a favorable approach 
to the topic.) 

Maturation, Body Build and Individual Differences 

1. In the Medford, Oregon study nine to fifteen year old boys were 
studied in terms of maturity, structure, strength, and motor performance. 
yee of extreme, yet normal individual differences were as follows: 

) skeletal age ranged from four to five years for each of the different 
pecans: age groups; b) somatotypes were divided; seven per cent 
endomorphs, twenty-one per cent mesomorphs, ten per cent endo- 
mesomorphs, and thirty-eight per cent mid-types; 3) the more mature 
boys at a particular chronological age were larger, stronger, and had greater 
explosive power; 4) mesomorphs showed superiority in gross strength 
(Strength Index) and relative strength (Physical Fitness Index); and 
5) lung capacity of junior high school boys correlated .86 with the means 
of 12 cable-tension strength tests, .84 with MeCloy’s Athletic Strength 
Index .81 with elbow flexion strength, and .80 with the Strength Index. 

Implications: The motor performance of children is related to 
maturity, physique, structure, and strength. Proper evaluation of these 
characteristics at the elementary school level is appropriate. 

Source: The Physical Fitness Newsletter, University of Oregon. 
Series VI, No. 5, January, 1960, H. Harrison Clarke, Editor. 

2. Ina first grade study of Caucasian pupils drawn from all socio- 
economic levels, it was found that failing students tended to be more 
immature on a battery of anthropometric indices than successful students. 
The difference did not depend entirely on age or 1Q, since failing students 
matched for age and IQ with the top students were also found to be 
immature. 

Implications: Anthropometric measures may help identify immature 
pupils who may have trouble keeping up with the group. 

Source: Maria D. Simon, “Body Configuration and School Readiness,” 
Child Development, December, 19% 59. 

3. The physique of school children, grades 1-8 apparently retlects 
changes in the growth patterns. Patterns, according to Wetzel Grid 
analysis, are more variable as grade level increases. Pupil individuality 
needs specific attention. 

Source: William H. Solley, “Status of Physique, Change in Physique, 


: 
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and Speed on the Growth Patterns of School Children, Grades 1-8,” 
Research Quarterly, 30: 465-478, December, 1959. 

4. There is more research to support the principle that motor co- 
ordination improves with an increase in total body strength. In this 
case, progressive resistive exercises were used with boys, ages 14-18 years. 

Source: Sidney Calvin, “Effects of Progressive Resistive Exercises 
on the Motor Coordination of Boys”, Research Quarterly, 30: 387-398, 
December 1959. 

5. A broad view of prenatal public health, as it relates to the normal 
growth of children, indicates a limitless frontier for research and practice. 
How to control adverse environmental factors that may cripple our 
descendents before they are born is the big question with implications 
overlapping many related health fields. 

Source: Theodore H. Ingalls, ‘‘Prenatal Human Ecology”’, American 
Journal of Public Health, 50: 50-54, January 1960. 

6. Personality factors play an important role in “learning to learn’, 
which appears to be the basis of acquisition of intellectual ability during 
childhood under normal environmental conditions. Children, emotionally 
dependent on parents, lost in IQ during the elementary school years. 
Aggressiveness, self-initiation and competitiveness, on the other hand, 
were characteristics observed in pupils who had future IQ increases. 

Source: Lester W. Sontag, Charles T. Baker, Virginia L. Nelson, 
Mental Growth and Personality Development; A Longitudinal Study, 
Monograph of the Society for Research in Child Development, Inc., 
Vol. XXIII, No. 68, No. 2, 1958. 

7. preliminary sample of seventy (70) students in two first grade 
classes in the Chapel Hill Schools are being examined by several techniques. 
The techniques developed in this pilot study will then be used to examine 
a larger and more representative sample of approximately 300 first graders 
in the entire school system in a subsequent year. Intelligence, emotional 
adjustment, personality patterns, school achievement, absentee rates and 
health records will be considered. These data will be used to evaluate 
the social, emotional and physical health needs of children entering school. 
This information will serve as a basis for planning health programs in 
proportion to measured needs. Programs such as Special Education for 
Exceptional and for Gifted Children, Crippled Children’s Services, 
Psychiatrie Clinics, School Health Supervision, Nutritional Services, and 
the like will be considered. 

Source: John P. Filley, M. D. “A Pilot Study of the Social, Emo- 
tional and Physical Health Needs of School Children’, Department of 
Mental Health, School of Public Health, University of North Carolina, 
Chapel Hill, N. C. 

8. When nutrition in growing children is not sufficiently good 
to support optimum conditions in weight, growth, and skeletal factors, 
then 1) weight (for the sex, age, body size, and body build) may be 
optimum at the expense of growth and skeletal mineralization; 2) growth 
may proceed at the expense of skeletal mineralization; 3) skeletal maturity 
may develop at the expense of skeletal mineralization, and to a lesser 
degree of growth; and 4) growth and skeletal maturity progress are 
closely related. 

Source: Pauline B. Mack and Anna DePlanter Bowes, Nutrition of 
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Older Girls and Boys, Human Nutrition Studies, Bulletin No. 1, Texas 
State College for Women, Denton, Texas, 1955. 

9. Apparently children grow at different rates according to the 
climate and atmospheric pressure. 

Source: Jessie Whitacre and Ethel T. Grimes “Some Body Measure- 
ments of Native-Born White Children of 7 to 14 years, on Different 
Climatie Regions of Texas”, Child Development, 30-177-209 (1959). 

10. The relationship between a child’s physical growth and _ his 
academic success has been reported a number of times, but it is worth 
hearing about again and again in order that health education personnel 
may ‘‘make their point” regarding a program of health education designed 
to promote physical growth. 

Source: Gleason, ‘Physical Growth and Academic Achievement: 
Grades 1 to 3” Journal of Educational Research, 51, March 1958. 

11. Ina study of growth trends in strength and physical size (where 
eight measures of static dynamometric strength were applied to the upper 
and lower extremities of children, grades 1 to 4 over a three year period) 
it was discovered that both boys and girls tend to hold their relative 
position in the group. 

Source: Lois Wolf “Growth in Size and Development of Strength of 
Boys and Girls in the Lower Elementary Grades’? Master of Science 
Thesis in Physical Education, University of Wisconsin, 1958. 

12. A study of the causes of child behavior when improper behavior 
takes place suggests a causally-oriented classroom—the result of which 
should release human energies in the form of “‘creative” and “satisfying” 
achievement. This can be part of the teachers job especially as she works 
with parents, guidance personnel and children. The content of classwork 
relates to pupil difficulties and improves growth as measured in this study. 

Source: Ralph H. Ojemann ‘The Human Relations Program at the 
State University of Iowa’’ Personnel and Guidance Journal, 198-206, 
November 1958. 


RESEARCH NEEDS 


1. More research at the local level is needed by regular teachers capable 
of doing it—(A properly earned Masters Degree should be enough.) 
a. The 1959 U.S. Office of Education report by Elsa Schneider is full 

of implications. (Physical Education In the Urban Elementary 
Schools, U. 8. Office of Ed., Bull. 1959, No. 15.) 

b. Do pupils exposed to physical education do any better in school 
generally? Improved health status is involved here. 

c. How serious is the crowded elementary curriculum at the local 
level? Is the pushing out of physical education and health 
teaching for increased time for Spanish and French a wise move? 

d. Why not more longitudinal studies in the small town school? 

e. Where is there a good pilot study on the effects of in-service 
training in health education on pupil efficiency or productivity? 

f. We cannot get too much research on the relationship between 
school achievement and well-being of pupils. 


2. Should physical education be so far separated from the health program 


or, as in Europe, should it be a part of the overall health program? 


3. More repeats of the Malden-type health education experiments are 


needed today. 


: 
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A National Study of Health Education 


Word of the appointment of Elena M. Sliepcevich, Professor of Health 
Education, The Ohio State University, as Director of the Samuel Bronfman 
School Health Education Study, was announced in August by the American 
Association for Health, Physical Education and Recreation. 

The project, which seeks to determine the nature and scope of health 
teaching in kindergarten through the twelfth grade, will be made in 
cooperation with AAHPER, a department of the National Education 
Association. It will be conducted under an initial grant of $55,000 from 
the Bronfman Foundation. 

Word of Dr. Sliepeevich’s appointment was received from Dr. Herman 
I. Hilleboe, New York State Health Commissioner and Chairman of the 
Advisory Committee for the project. 

Dr. Sliepcevich is immediate Past Vice President for Health Education 
for the American Association for Health, Physical Education, and Recrea- 
tion and has served as chairman of the School Health Section of the 
American Public Health Association. She is a member of the Board of 
Directors of the American National Council for Health Education of the 
Public and serves on the Editorial Board of the American School Health 
Association. 

On leave from her duties at The Ohio State University, Dr. Sliepcevich 
began her new Association assignment in September. The project staff 
is housed in the AAHPER offices, NEA Center Building, Washington, 
D.C. 

Among the long-range purposes of the study are: 

To examine the extent and effectiveness of the health instruction 
being carried out in the nation’s schools. 

To measure attitudes and knowledge of selected samples of school 
children. 

To determine the health needs of children and youth, the methods 
of learning, and ways of changing health attitudes and behavior. 

To consider the basic health concepts every person should possess 
for intelligent living in the world today. 

To explore the major determinants of health behavior. 


TEACHING ABOUT VISION 


The National Society for the Prevention of Blindness at 16 East 40th 
Street, New York 16, New York has published a thirty-page illustrated 
booklet on this subject which sells for 75 cents. 

This report was prepared by the Eye Health Committee of the 
American School Health Association. This study committee consisted of 
outstanding physicians, nurses, health educators and school administrators 
of which Caroline Austin, M.S., Chief of the Vision Section of the Division 
of Maternal and Child Health of the Michigan Department of Health was 
chairman. This is one of the first publications designed to be of practical, 
specific, and effective help for the elementary teacher. It is a well bound 
and attractive pamphlet filled with teaching helps. 

The American School Health Association is happy to announce the 
publication of the joint venture with the National Society for the Pre- 
vention of Blindness. 
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“HOW WE DO IT” 


ArtTHUR L. Harnett, Pu.D. 
The Student School Health Council 


The School Nurse, during the process of carrying out the prescribed school 
health program for the Elementary School, recognized the need for a fresh, lifferent 
and interesting way to present good health practices to the entire school. Realizing 
that children communicate best among themselves, a Student Health Council was 
formed. 

Its membership was composed of one student delegate from each room. Two 
delegates attended from the first grades. Alternates were appointed to attend in 
the absence of the delegate. Students and teachers selected the delegates on the 
basis of good health and ability. 

The purposes of the Student Health Council were to stimulate interest in 
a lively practice of rules for good health and to have the students plan together and 
help each other to achieve these goals. Meetings were held every two weeks, depend- 
ing upon the need and activity of the program. Occasionally, committees functioned 
separately. During the Student Health Council meetings, each member could vote 
as he or she wished in planning projects. Each member was free to speak his mind 
and to bring in the thoughts and opinions of his classmates. With the representative 
pattern as such, each child could speak freely in his own home room discussion and 
have his message presented to the entire school. The smallest voice could be heard! 

The first main project chosen by the Student Health Council was a series of 
weekly health messages broadeast over the public address system in the school. 
These programs were developed in the home room with the guidance of the teacher. 
The children were free to select appropriate, needed messages. The programs were 
given by the students themselves in their own way. The learning was channeled fo 
the student through the student! 

The Student Health Council later approved the use of a health questionnaire in 
the home rooms to guide the health discussions. This provided another way to 
locate weak areas in the practice of health. Home rooms were invited to suggest 
questions w hich were included in the questionnaire. 

Since the School Nurse was not in the building every day, an interested teacher, 
preferably in the Health-Science or Physical Education departments was asked to 
serve as an adult advisor. 

The teachers were advised and consulted about plans and activities of the Student 
Health Council. This school was fortunate to have excellent leadership and an alert, 
interested faculty. Without their support, the program could not have achieved the 
success which has been enjoyed. The teachers were alert to recognize opportunities 
to teach good health and to relate this knowledge to home and community. Coopera- 
tive efforts were constantly appearing in the use of films, bulletin boards, discussions 
in the home room and preparation of “broadcasts” and assisting in making posters. 

An evaluation was held at the end of the school year to recognize what had been 
accomplished, and what projects could be improved. Future plans were discussed and 
recommendations made for the next Student Health Council. The members were 
pleased with what they had accomplished. 

Membership in the new Student Health Council provided good practice in 
democratic living. 


Faculty evaluation was enlightening and encouraging. The principal stated: 


“Our Student Health Council serves as an excellent medium through which 
we can inform our teachers as well as our children of the importance of the health 
program within the school. Good health is good living. This program has 
developed teacher initiative in this area. It has made the teachers and the 
children more health conscious. The children are cleaner than before.’ 


When asked about the extra teacher time involved, the principal stated that she 
felt that the Student Health Council did not involve too much extra work for the 
teachers. She also added that, in her estimation, the Student Health Council 
had helped to acquaint the community with the school health program. It also 
placed the nurse in a special professional position. 


a 
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The Student Health Council has been helpful in creating a more acute awareness 
of good health. 


General improvement in the health status of the school has been evidenced by: 


1. Increased use of hankerchiefs, cleaner hands and general appearance, and 
improved attendance. 

2. The children took better care of themselves when ill or injured. 

3. More opportunities were created to present and teach health. 

All of the teachers interviewed agreed that the extra work entailed was not too 

much and certainly was well worth the effort. 


The Student Health Council has many ramifications. Projected creative think- 
ing will produce many and varied ways in which the Student Health Council may be 
of value to the school, home, students, community and other areas of the curriculum. 

CurisTINE H. Leister, R.N. 
Harry Stone Elementary School 
Dallas 16, Texas 


« * * * * 


Future Nurses Clubs 


The school health service has a special obligation in the total education supplied 
by aschool. The future nurses clubs have developed into a definite aid to fulfill this 
obligation. Since most of the clubs have been organized since 1950, it is still a young 
enterprise. However, the ideals and ideas of such a club have spread rapidly through- 
out the states, and new clubs have formed each year. 

In 1954 the Committee on Careers of the National League for Nursing took over 
sponsorship of the clubs. In the fall of 1959 they decided to comply with the growing 
requests for a national organization. National charters have been issued since 
January 1960 to clubs meeting certain requirements. Our Club at Belmont Central 
School, Belmont, New York received the first New York State Charter on January 12, 
1960. 

The main purpose of such a club is to supply information to the members about 
health careers, the many different fields, the qualifications, the expenses, length of 
courses, salaries. We tell them ‘It is never too early to start thinking about your 
future career.’’ They must be guided to take the right subjects in high school, to 
qualify for whatever career they wish to follow. 

Most clubs meet once a month. Speakers can be found in different fields; films 
are available from the State film Library. 

We like the girls to realize there is a community beyond the home and school. 
We have projects, the favorite being to work in the local hospital. They work as 
volunteers and do aide work. They learn to work with and for people. The biggest 
value, I believe, is that they find out if nursing is what they want. Other projects 
can be found in the community. For example, helping with the March of Dimes, 
helping school nurses at clinics, making favors at holiday time for county homes, 
nursing homes, etc. We feel they broaden their knowledge, learn the value of helping 
and giving and in return they help themselves. 

A club like this is vastly rewarding. The youngsters continually surprise me 
with their initiative and ingenuity. 

Mrs. JANE Dunpon, R.N 
Belmont Central School 
Belmont, New York 


*« * « 


A Dental Health Program 


When the Dental Hygienist came for her usual ten weeks at our school, we decided 
to use the suggestion of our supervising dentist and change our program. The school 
purchased a tooth brush and a tube of paste for each pupil. The hygienist continued 
with her usual talks and demonstrations to each grade. Then each pupil individually 
went to her office. Instead of the usual cleaning by the hygienist we had a straight 
educational program. Each child was presented with his new brush and paste and 
then he proceeded to show the hygienist how he cleaned his teeth. The hygienist 
watched closely, corrected and instructed in the proper procedure. Then she ex- 
amined the teeth in order to complete her records and send reports to the parents. 
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An explanation written by the dental hygienist was sent by mail to each family. We 
all agreed that such a program was valuable educationally and probably could be 
repeated every five years. 
Mrs. JANE Dunpon, R.N. 
Belmont Central School 
Belmont, New York 


* * x ~ 


Schools and Cancer Education 


At the present time more than 10,000 secondary schools and 600 colleges are 
cooperating with the American Cancer Society in helping students to learn more 
— cancer and to develop sound concepts and attitudes toward this major health 

roblem. 

‘ The Society’s program with schools is predominantly decentralized and local, 
with arrangements made jointly by representatives of the school and of the Society 
in each locality or school. As precursor to such relationships, the Society informs 
school people of its objectives, services and materials through teacher’s institutes 
and other group meetings which the Society may originate or attend as participant. 
In cooperating with schools, the Society provides both teachers and students with 
basic information and materials on cancer. 

In addition to distribution of ACS printed materials, schools make wide use of 
ACS films prepared for or suitable for student audiences. Recently the Society 
released two color-sound filmstrips for secondary schools. One, THE CANCER 
CHALLENGE TO YOUTH, presents the basic story of cancer; the other, TO 
SMOKE OR NOT TO SMOKE, presents information on the relationship of cigarette 
smoking and lung cancer. 

SPENCER Mapes 

Associate Director 

Public Education 
American Cancer Society 


* x * * * 


Training Staff for Working with Schools 


To old hands at school health, the questions sometimes asked by new Heart 
Association staff members might seem somewhat elementary. Usually inexperienced 
in school health, but dedicated to working with schools and other groups for child 
health, heart workers ask such questions as: ‘‘How can we find out what school 
people expect of us?’”’ ‘‘How can we be helpful beyond supplying, films, pamphlets 
and posters?” ‘Is it worth our time and effort to participate in school health 
councils?”’ 

The AHA approaches the answers to these and other questions through a flip 
chart designed especially for orientation in school health. It begins with a humorous 
pictorial presentation of how some school people view voluntary health agencies. 
(‘Always after money’’. ‘‘Indiscriminately distributing pamphlets’. ‘Interested 
in only one phase of health’’.) This is followed by an equally exaggerated concept 
that voluntary agency people often hold concerning schools. (‘‘They speak a differ- 
ent language’. ‘Isolated from the community’’. ‘‘Unreceptive to community 
agencies’’.) 

This frankly overdrawn picture is the foundation for a visualization of the impor- 
tant statement ‘‘How Schools and Voluntary Health Agencies Can Work Together’’* 
upon which American Heart’s School Health program is based. 

To supplement the basie presentation the Association has loan kits on varied 
topies such as Teaching Aids, Workshops, Councils, and Health Careers which may 
be borrowed and perused at leisure. Seeking what someone else has done is often 
the best trigger to the start of a new program effort. 

Requests from school personnel for information and materials from heart associa- 
tions should be directed to the state or local organization. 

Marian V. Hampoure, Ep.D. 
School Health Consultant 
American Heart Association 


*The Journal of Health-Physical Education-Recreation, October 1955. 
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NEWS NOTES OF INTEREST 


© The Interagency Committee on Nutrition Education and School 

Lunch is making a special effort to acquaint professional organizations 

concerned with food and nutrition with its resources for consultation on 

nutrition education and school lunch. 

This committee consists of representatives from the Federal govern- 
ment and quasi-government agencies having a direct interest in nutrition 
education and school lunches. The primary purpose of the committee 
is to identify goals in order to strengthen nutrition education programs. 
Much of this is accomplished through sponsoring joint conferences, 
institutes, and workshops providing consultation on request to State and 
local nutrition committees; and providing opportunities for members to 
gain a better understanding of purposes and programs of member agencies 
through a systematic exchange of information and materials, and discussion 
of common problems. 

The publication, Nutrition Committee News, is issued by the USDA 
in consultation with the Interagency Committee. It offers a channel for 
providing pertinent nutrition information and reference material and for 
exchange of ideas and experiences of nutrition committees. 

The following additional publications are of interest. 

Basie Information on the Interagency Committee on Nutrition Education 
and School Lunch, which has been prepared for and has proved useful 
in informing the public about the committee. 

Annual Report of Activities of the Interagency Committee on Nutrition 
Education and School Lunch. 

Nutrition Activities of Agencies Represented on the Interagency Com- 
mittee on Nutrition Education and School Lunch, a publication in 
which members of the committee have described their responsibilities 
in helping people use nutrition knowledge effectively. 

Selected References on Nutrition and School Lunch, a joint publication 
prepared by the various agencies in the committee. 

Information relative to these activities may be obtained from Mary C. 
Egan, Assistant Chief, Nutrition Section, Children’s Bureau, D.H.E.W., 
Washington D. C. 


© Over-optimism and ignorance spark the venereal disease epidemic. The 
offensive against venereal diseases was virtually abandoned by 1954, 
when the American public became convinced that penicillin was a quick, 
sure, and painless antidote to VD. Actually penicillin is no longer the 
infallible treatment. Also, an increasing number of people are becoming 
sensitive to penicillin. Increased mobility of population, decline in moral 
standards, and lack of knowledge are some of the factors stimulating the 
spread of VD. Parents may fail to instruct their children on the dangers 
of the infection, thinking that VD is no longer a problem. Public health 
officials cite a trail of 48 victims, from 13 to 21 years of age, in a single chain 
of infection. A new strain of penicillin-resistant gonoccoci (germs causing 
gonorrhea) is emerging. Burning and itching are the first signs of 
gonorrhea, beginning a few days after the gonoccocus germs infect their 
victim. Untreated, gonorrhea can cause blindness, heart trouble, arthritis, 
severe damage to the sex organs, and sterility. The first sign of syphillis 
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is a sore or chancre, which appears from 10 to 40 days after the infection 
enters the body. The chancre will go away, whether treated or not. 
But the germs continue to live and spread, though the germs remain in 
hiding. In a few weeks, a rash will develop on the body and there may 
be other sores, as well as headache and sore throat. These signs will go 
away by themselves too, but the disease keeps growing. In time, neglected 
syphillis can result in blindness, deafness, or insanity. It can cause heart 
disease and can kill. All cases of venereal disease should be reported so 
that investigators can track down other VD victims. All names are kept 
in strict confidence. The earlier treatment is begun for syphillis and 
gonorrhea, the easier they are to cure. Most important in the fight 
against VD is an effective campaign against sexual promiscuity among 
young people. (M. Abramson: “VD... return of an Old Scourge,” 
Today’s Health, Dee., 1960). 


© No additional vitamins needed in winter. The human body does not 
need any more vitamins in the cold of winter than in the heat of summer, 
according to the director of the Department of Foods and Nutrition of the 
American Medical Association. ‘More energy is needed to keep the body 
warm, but the difference is very slight,” he said. “It has been claimed 
that large amounts of vitamin C will help protect against flu and the 
common cold, but there is no good medical evidence in support of this.” 
(P. L. White, Se.D.: “‘Let’s Talk About Food,”’ Today’s Health, Feb., 1961). 


© Measles vaccine coming; oral polio vaccine not ready for 1961. Evi- 
dence is accumulating that a live-virus vaccine against measles, based on 
the work of Dr. J. F. Enders, should soon be ready for manufacture. 
The vaccine apparently protected all previously non-immune children 
during an explosive measles epidemic in a New York City institution. 
The U.S. Public Health Service has approved the Sabin oral polio vaccine 
but it now appears that none of the several manufacturers prepared to 
produce this vaccine will pass PHS safety testing until after the 1961 polio 
season has ended. In the meantime, all authorities have renewed their 
pleas for fullest possible use of Salk vaccine. (‘‘Medical Highlights of 
1960,” in Medical World News, Jan. 6, 1961). 


© Cheating sleep not worthwhile. A continued loss of sleep by children 
or adults leads to irritability, lack of ability to concentrate (especially on 
thought activities), disturbed coordination, loss of efficiency, accident 
proneness, and physical conditions harmful to health. Experimental 
work has indicated that there is not a direct correlation between hours 
lost and the hours needed to pay a sleep debt. The longest anyone slept 
after being awake for as much as 180 hours was 16 consecutive hours. 
Some common sense rules for going to sleep are: 1) Have a regular hour 
for going to bed. 2) Realize that without deep sleep, relaxation will help 
restore one’s energy and peace of mind. 3) Relax at least a half hour 
before going to bed. 4) Control sleep environment. 5) Avoid stimuli 
affecting sleep from within. Indigestion is the most common. 6) Don’t 
worry. (W. A. Wesley, “To Work Well, Rest Well,” Zdeas for Teachers, 
Nassau Tuberculosis, Heart and Public Health Association, Ine., 1432 
Northern Blvd., Roslyn, N.Y., 27: 2). 
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®NEW FOCUS IN EVALUATION 


EVALUATION IN HEALTH EDUCATION AND PHYSICAL EDUCATION 


by CARL E. WILLGOOSE 
School of Education, Boston University 


McGraw-Hill Series Health Education, Physical Education and Recreation. 478 pp. $7.50 


This vibrant new text provides the male or female student with a thorough background 
and understanding of tests and measurements as applied to health education and 
physical education. It aids the undergraduate major acquire skill in the appraisal ot 
health status, physical fitness, posture, social efficiency, health knowledge and 
attitudes, individual differences, body build, sport skills, motor intelligence, and 
elementary statistics. To the graduate student, it will prove most helpful with its 
broad coverage of administrative measurement and research. 


NOTE THESE SPECIAL FEATURES— 


In Chapter 13, The Measurement of Body Physique, Professor Willgoose makes a 
very special contribution to the book. There is no other like it, and for some time 
there has been a real need for a collection of this kind of information. 


1. emphasis on health education and physical education as separate subject 

matter areas, yet closely related 

2. sound philosophical basis for the presentation of the topic of evaluation .. . 

3. up-to-date treatment of all currently used tests in both health and physical 

education . . 
4. informal style of writing, designed to hold the reader’s interest .. . 
5. thorough treatment of physical fitness and its measurement limitations, and 
relationship with total fitness . 
6. thorough treatment of social efficiency, especially from a working knowledge 
viewpoint . 
concern for administrative measurement—the immediate interest of school 
administrators for the program... . . 

8. inclusion of a great number of tests .. . 

9. emphasis on appraisal devices especially useful with elementary school 
children, and with girls and women .. . 

10. wealth of illustrations, charts, pictures, ‘diagrams, halftones, and line 
drawings .... 

11. Glossary—unique among measurement books in this field, Appendix—with 
generous supply of work tables, footnotes and selected references—sufficient 
to meet the research needs of graduate students as well as the documentary 
evidence for undergraduate readers ... . 


CONTENTS 
Chapter 1 Fad Nature of Measurement and Chapter 11 i As noo eon Motor 
valuation ility and Motor Intelligence 
Chapter 2 Aims and Objectives of Education Chapter 12 Tests of Knowledge In Physical Edu- 
Chapter 3 The Criteria of Proper Measures cation 
Chapter 4 Evaluating the School Health Program Chapter 13 The Measurement of Body Physique 
Chapter 5 a 7 — Knowledge, Atti- Chapter 14 Classification Measures 
tudes anc abits ~ 
Chapter 6 Measures of Physical Fitness—Cardio- Chapter 15 Measurement of Social Efficiency 
vascular Tests Chapter 16 sg Tests In Meeting Individual 
= eeds 
Chapter Pitacee—Streagth Chapter 17 Administration of Evaluation Programs 
Chapter 8 Measures of Physical Fitness—Motor Appendix A Scoring Table (29 each) 
Performance Tests Appendix B (A checklist on athletics and a tennis 
Chapter 9 Measuresof Postureand Body Mechanics knowledge test in detail) 
Chapter 10 Tests of Skill and Achievement Glossary 
McGraw-Hill Book Company, Inc. SEND FOR 


COPIE N 
330 West 42nd St., W.. 36, N.Y. 


1. THE GOOD-LITE 
SNELLEN ILLUMINATED 
TEST CHARTS are 


we m7) available in reflected 
asumes or transilluminated 
models. Six different 


Snellen cards are 
available. Convenient 
screening masks 
eliminate memorization. 


+ THE HYPEROPIA OR } 
FAR-SIGHTED TEST. | 
This is done using your i 
existing Good-Lite chart with 
the addition of plus lenses 
in a frame. Plus lenses are 


Emewus 
seeuen available in +1.00, +1.25, i 
+1.50, +1.75, +2.00, | 
| +2.25. 


3. MUSCLE TEST, available in two types— Both suited for kindregarten through 12th grade. Each with 


2 referral standards. 


(a) THE GOOD-LITE TE 
quires no dark room or special set up. Alternate 
vertical prism, makes subject see two squares of 
such size that they do not touch, if muscle imbal- 
ance is excessive. Two sizes furnished. 


re- 


(b) THE ALLIED MUSCLE TEST — With red-green 


glasses. The patient d trates to the 
how far his muscles deviate from normal. 


4. THE DEPTH- 
PERCEPTION TEST. 
This test is simply 
done with a pair of 
polaroid glasses and 
the third dimension 
picture of a fly. 


THE DVORINE 
THE ISHIHARA 
A-O TEST 


| 


5. THE NEAR-POINT TEST. Choice of two. 


(b) The Children’s “E” 
plastic dial, rotates 
one letter at a time. 


The above is a list of the equipment needed to do a complete VISUAL SCREENING PROGRAM. The 
nurse and her vision consultant can arrange a program to suit their own needs, using as much or as 
little equipment as desired and adjusting the number of referrals to any level. The rigidity of 
standards in a “package deal’ are avoided. Good-Lite allows you the flexibility of purchasing just 
what you need for your own testing program. With the entire Good-Lite testing program, several 
children can be tested at the same time in various phases with various pieces of equipment. 


Write today for the free illustrated catalog and price list of Good-Lite’s screening equipment and the 
free booklet “Visual Screening for Schools.” 


GOOD-LITE MANUFACTURING COMPANY 
7424 WEST MADISON STREET © FOREST PARK, ILLINOIS 


WRITE TO: 


LL 2 
rel 
rr. 
6. COLOR TESTS. Choice of three. (a) The Adult Near-point cards, with letters. 
| 
6 POINT VISUAL SCREENING» 
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THE JOURNAL OF SCHOOL HEALTH 


SUPPLY CO. \ 


7426 Madison Street, Forest Park, Illinois 


SCHOOL 
HEALTH 


Now you can buy direct from the Send 
manufacturer of a complete line of school coupon 
health furnishings and SAVE! for your 
Designed specifically with the needs personal copy 
of the school nurse in mind ... you of the 
can be sure of quality construction School Health 
and long lasting values. Supply catalog. 
| Please ship me the following items 1 have checked contained in ' 
your No. 800 suite: 
(© S$-800 Chromium adjustable examining $1475 | 
I (J S-801 Single door instrument cabinet in jade green, white or ivory........ $145.00 | 
() S-802 Nurse’s desk — stainless steel top in jade green, white or ivory...... $135.00 l 
I ( S-804 3 panel aluminum screen, Vinyl, 67” x 60”, white or green........ '$ 34.50 1 
1 © $805 Palmer recovery couch with tough U.S. Naugahyde covering and 
! adjustable finger-tip dual control back. In white, crimson, avacado, I 
ginger brown, blue, grey, black, sandlewood and coral............ $135.00 | 
i () S-810 Good-Lite Model A eye chart complete with standard 2 cards....... $ 46.50 l 
$-816 Detecto scale balance beam (not $ 65.00 
i Please send the complete School Health Catalog. ! 
Name 
t School. 
Address_ 
| City. Zone State I 
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